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STANDARDS FOR THE COVERAGE OF ORGAN TRANSPLANT SERVICES 

The f o l l o w i n g  1i m i t a t i o n s  a p p l y  t o  organ t ransp lan ta t ion  serv ices :  

Servicesconsideredexperimentalarenot a b e n e f i to ft h e  Montana Medicaid 
program. 

EXPERIMENTAL SERVICES inc lude:  

1. All procedures and items inc lud ing  drugs ,prescr ip t ion  cons idered 
experimentalthe U.S. Department o fby H e a l t h  and Human Services as 
spec i f i edinHea l thInsu rance  Manual10, HCFA, Sect ion 35, o r  any o ther  
appropr ia tefedera l  agency. 

2. 	 All procedures and i tems,inc lud ingprescr ibeddrugs,prov ided as p a r to f  
a controlstudy,approvedbytheDepartment o fH e a l t h  and Human Services 
o r  any otherappropr iatefederalagencytodemonstratewhetherthei tem, 
prescr ibeddrugorprocedure i s  safe and e f f e c t i v e  i n  c a r i n g ,  p r e v e n t i n g ,
c o r r e c t i n g  o r  a l l e v i a t i n g  t h e  e f f e c t s  o f  c e r t a i n  m e d i c a l  c o n d i t i o n s .  

3. A1 1 proceduresand iitems, inc lud ingprescr ibeddrugs  , which may be 
sub jec ttoques t ion ,bu tarenotcovered i n  #1 and #2 above, will be 
evaluatedbytheDepartment'sdesignatedmedicalrevieworganization. 

Standards f o r  t h e  Coverage of Organ TransplantServices 

Generalrequirements for  Medica id coverage o f  t ransp lan ta t i ons  a re  as ' fo l lows:  

1. P r i o rA u t h o r i z a t i o n  

a. All cases organ requi representedfort ransplantat ion pr ior
author izat ionfromtheDepartment 'sdesignatedrevieworganizat ion.  

2. MedicallyNecessary 

a. Each case ind iv idua l i zed  f o rrece ives  rev iew and i s  e v a l u a t e d  
m e d i c a ls u i t a b i l i t y .  

1. The medica lnecess i tyfort reatment .  

(a )  	 The requestedt ransplantat ionmustnot  be considered t o  be 
exper imental  as de f ined i n  3.1 A. 

(b) 	 Diagnos t i ccon f i rma t ionbyc l i n i ca l  and labo ra to rys tud ies  
o ftheunder ly ingpatho log ica lp rocess .  

C l i n i c a l  and p h y s i o l o g i c a l  e n d s t a g e( c )  v e r i f i c a t i o no f  
f a i l u r e  t h a t  i s  u n r e s p o n s i v e  t o  a p p l i e d  t r e a t m e n t  r e g i m e s .  
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(d)Peerconsensusthatorgantransplantationistheonly

available treatment
definitive the
underlying

pathological process and endstage functional failure. 


2. Prognosis is good for living
a prolonged period following the 

transplantation: 


(a) 	No co-existingconditionsthatcouldcontraindicate 

undertaking organ transplantation. 


(1) 	No othersignificantorgansystemdiseaseor 

disability. 


(b) Availability of tissue compatible organ. 


a
(c) Conductof the procedure atmedical center of expertise

providing high quality care through all necessary support 

systems and trained, experienced manpower. 


3. Evaluation and treatment aattransplant center (Out of State) 


(a) All cases undergo evaluation, study and staging at a 

medicalcenterspecializingintransplantationupon

referral from the Department's designated peer review 

organization. The transplant center evaluation and study

will service a second peer review opinion. 


(b) 	 Treatment fora heart transplantation must be performed 

at a Medicarecertifiedhearttransplantcenter; 

treatment fora liver transplantation must be performed 

at a Medicare certified liver transplant center. 


(c) treatment for all other organ transplantations must be 

performed ata transplant center. 


(a) allogenic and autologous bone marrow;

(b) kidney, inclusive of thoracic duct drainage and dental 


(c)
cornea;

(d) lymphocyte immune globulin preparation. 


. 


exam; 


-	 TheMedicaidprogramcoversorgantransplantation
services f o r  persons 21 yearsofage or lessas 
determined medically necessary. 
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The following method is used to provide benefits  under Part A and Part 9 of title XVIII 
t o  the groups o f  Medicare-eligible individuals indicated:. 

\ 

A. Part B buy-in agreements  with the Secre ta ry  of HHS. This  agreement  covers 

Persons receiving benefits under title II of the Act or under the 
Railroad Ret i r emen t  Sys t emare included: 

2. [ X I  Individuals receiving SSI under  t i t le  XVI, State supplementarion, 
"o r  a money payment under the State's approved title iV-a pian, who 
are categorically needy under the State's approved title XIX plan. 

Persons receiving benefits  under titie 11 of the a c t  or under :he 
Rai l road  Ret i rement  sys tem are included: 

Yes No u 
eligible3. All  individuals under the State's approved titie XIX $an. 

4. 	 L T j  Qualified Medicare beneficiaries provided by section 301 of P.L. 300-360.1 
as amended by section 3434 of P.L. 100-667. 

8. 	 Part A group premium payment arrangement entered into with the  Social Security
Administration. This arrangement  covers  the following groups: 

Qualified Medicare beneficiaries provided by section 303 of P.L. 100-360 
as amended by section 8436 of P.L. 100-647. 

C, 	 Payment of Part A and Part 8 deductible and coinsurance Costs. Such payments 
are made in behalf of the  following groups: 

1. 	 Qualified Medicare beneficiaries provided by section 301 of P.L. 152-360 
as amended by section S l 3 k  of P.L. 100-647. 

2-	 All Medicare/Medicaid individuals eligible under the s t a t e  
approved T i t l e  XIX Plan, 
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